Workers Compensation
Referral & Authorization Form

Submission of this form will be considered as authorization
to schedule and treat for the referenced patient and injuries.

Missing information can delay the scheduling process. Please fax the completed form
and any records related to the injury, directly to our workers' compensation team.

Patient Information

Patient Name:
Date of Birth: /

Home Address:

City: State:
Patient Sex: Male

Employer name:

Zip: Phone:

Female

Employers Insurance Carrier

Work Comp Insurance Carrier:

Billing Address:

Jurisdiction: KY
Claim #:

Adjusters Name:
Adjuster Email:
Adjuster Phone:

Case Manager:

Case Manager Email:
Case Manager Phone:

Authorized By

Injury Details

Type of Injury:

Date of Injury: /
Injured Body Part:

Affected side: Left

Prior Treatment:

ER Urgent Care

Comments:

TN Federal

Fax:

Fax:

Title

Right Both NA

MRI cT Other

Other

BEO

BLUEGRASS
ORTHOPAEDICS

Work Comp Phone Number: 859.222.8955
Work Comp Fax Number: 866.404.2634
Email: workers.compensation@bluegrassortho.com

Body Part Accepted

Foot/Ankle Elbow
Hand/Wrist Shoulder

Hip Neck/Spine
Knee Other (specificy

in comments)

Authorized Physician

No physician preference

Elbow & Shoulder

Ryan Donegan, MD
Owen McGonigle, MD

Foot & Ankle
Jason S. Harrod, DPM

General Orthopedics
Charles “Ched"” Crouse, MD

Hand & Wrist

Charles “Ched"” Crouse, MD
J. Martin Favetto, MD

Hip & Knee

Charles “Ched” Crouse, MD
Wallace L. Huff, Jr.,, MD
Owen McGonigle, MD

Spine

Travis A. Hunt, MD
Graysen Petersen Fitts, MD

Sports Medicine

Wallace L. Huff, Jr., MD
Owen McGonigle, MD

Total Joint

Christian Christensen, MD
Kevin Denehy, MD
Eric Schafer, MD



